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Abstract

Background Interprofessional care teams collaborate to provide care to patients in hospitals to ensure their full
recovery. To provide quality patient care, healthcare workers must have a comprehensive understanding of each
other’s roles and collaborate effectively. Good interpersonal skills are also essential for maintaining cooperative and
collaborative relationships, listening, and respecting other team member’s values and positions. Therefore, this study
aimed to investigate the effect of power distance in interprofessional care on patients’satisfaction.

Method A quantitative study was conducted in a hospital by using a questionnaire instrument to collect information
from patients and members of the interprofessional care team. The respondents included 10 geriatric, 19 palliative,

36 cancer, 8 burn, and 18 medical intermediate care (MIC) teams. Subsequently, a hierarchical regression analysis

was conducted to examine whether interprofessional care could significantly predict the relationship between team
power distance and patient satisfaction.

Results The measurement of the effect of power distance in interprofessional care among doctors, nurses,
pharmacists, and nutritionists on patient satisfaction revealed nonsignificant results. However, the final analysis
indicated negative coefficients with regard to power distance for nutritionists (-0.033098), nurses (-0.064912), and
pharmacists (-0.006056). These findings indicated that the power distance associated with these professions was
linked with decreased patient satisfaction.

Conclusions The results suggested that power distance within an interprofessional care team can reduce patient
satisfaction.
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Introduction

Hospitals are considered to be complex and intricate
organizations due to the fact that they require members
of various health and nonhealth professions to work
together to improve patients’ health. To achieve this
goal, collaboration among professionals is necessary, and
many hospitals have established interprofessional care
teams. Health workers must also understand each other’s
roles and work together effectively to provide quality care
for patients. Members of the interprofessional care team
must have good interpersonal skills to maintain their
relationships in terms of cooperating, collaborating, lis-
tening, and respecting each other’s values or positions.

The performance of an interprofessional care team
can influence patient satisfaction [1]. Patient satisfac-
tion refers to patients’ reactions to the experiences they
have received [2]. Interaction and communication within
an interprofessional care team have positive impacts on
patient and family satisfaction [3]. Interprofessional care
teams, which contain members of various professions,
exhibit gaps in power distance, which can be observed
in terms of members’ educational backgrounds. Such
gaps may lead to patient dissatisfaction with the services
provided. A significant level of power distance is evident
in interprofessional care teams, ultimately influencing
the services they provide and, consequently, impacting
patient satisfaction.

Interprofessional care teams in hospitals are domi-
nated by members of the medical profession due to their
extensive medical knowledge of health care. One study
on power distance showed that doctors feel more con-
fident when they act on pharmacists’ recommendations
regarding drug management. Moreover, to reduce power
distance, pharmacists must perform their jobs effectively,
thus emphasizing the importance of professional com-
mitment [4].

According to one report, diversity within a team is
associated with increased value and benefits [5] and
can influence group performance by increasing or even
decreasing productivity and performance satisfaction.
This report indicated that diversity can be a double-
edged sword with regard to performance [6].

The multiprofessional services provided by hospitals
have the potential to cause issues pertaining to overlap-
ping services, interprofessional conflicts, and delays in
examinations and actions. Approximately 70-80% of
errors in health services are caused by poor communica-
tion and understanding within the care team. Although
effective teamwork has been found to reduce patients’
safety problems [7], the majority of patients appear to be
unconcerned about the performance of interprofessional
healthcare teams [8].

Individual roles and team identity are important con-
cepts in the context of interprofessional collaboration.

Page 2 of 8

One obstacle to the realization of this concept is the dif-
ficulty of achieving a sense of belonging within a team
due to differences in culture, processes and formal com-
munication [9]. Hitherto, no studies have investigated the
effect of power distance in interprofessional healthcare
on patient satisfaction; therefore, this research addresses
this gap by conducting a multilevel study of interprofes-
sional care teams. In this study, we investigate how power
distance in the context of collaborative practices involv-
ing patients can affect interprofessional care and patient
satisfaction.

Method

This study was conducted at a referral hospital in Band-
ung City, Indonesia. The interprofessional care teams
selected for this study featured a complete set of mem-
bers, including doctors, nurses, pharmacists, and nutri-
tionists, all of whom provided patient care. A total of 10
geriatric, 19 palliative, 36 cancer, 8 burn, and 18 medical
intermediate care (MIC) teams participated in the study.

The inclusion criteria for respondents focused on hos-
pital employees, leaders and members of the aforemen-
tioned teams, patients or family members of inpatients
who were treated by one of these teams, and the abil-
ity to communicate to ensure that respondents could
complete the questionnaire effectively. The exclusion
criteria focused on respondents younger than 17 years
old and individuals who objected to completing the
questionnaire.

Primary data were collected by performing a cross-sec-
tional study that involved three questionnaires adapted
from previous research, i.e., one questionnaire each
regarding power distance [10], interprofessional care
[11], and patient satisfaction [12].

The questionnaire was subjected to a process of trans-
lation and back-translation performed by independent
professional translators. A pilot study was conducted by
reference to 30 respondents to test the validity and reli-
ability of the questionnaire. The Indonesian version of the
questionnaire was shown to be valid, with the correlation
values for each question with regard to the total score
being >0.7 [13]; this version of the questionnaire was also
found to be reliable, with Cronbach’s alpha coefficients
of 0.875, 0.875, and 0.952 for power distance, interpro-
fessional care, and patient satisfaction, respectively. This
process resulted in a final questionnaire featuring 26
questions (Table 1).

The power distance questionnaire was operationalized
based on several indicators. The first such indicator was
the ability and responsibility of the leader with regard to
making his or her own decisions, which was covered by
questions 1, 2, and 4. The second indicator focused on
the inability of the leader of the interprofessional care
team to express disagreement; this item was covered
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by question 3. The third indicator was the perception
that the leader would lose power if subordinates were
involved in making decisions; this indicator was covered
by question 5.

Interprofessional care was operationalized using sev-
eral indicators. The first such indicator focused on the
influences on patient clinical outcomes and was covered
by questions 1 and 2. The second indicator was focused
on the influences on coordination among professions,
which was covered by question 3. The third indicator was
the role of pharmacists in interprofessional care in the
context of drug administration therapy, which was cov-
ered by question 4.

Patient satisfaction was also operationalized using sev-
eral indicators. The first such indicator focused on the
patient’s experience with the healthcare service he or
she received, which was covered by questions 1, 2, 3, 4,
5, and 6. The second indicator was the patient’s experi-
ence with the performance of health workers, which was
covered by questions 7, 8, 9, 10, and 11. The third indica-
tor was the patient’s belief in the success of the therapy
provided, which was covered by questions 12, 13, and 14.
The fourth indicator was the patient’s overall satisfaction
with the hospital, which was covered by questions 15, 16,
and 17.

The sample was recruited using a nonprobability sam-
pling method, namely, purposive sampling, and consisted
of 91 interprofessional care teams. The independent
and dependent variables were team power distance and
patient satisfaction, respectively, while the mediator was
interprofessional care. The data were obtained using a
survey method that involved distributing questionnaires
that had been tested with regard to validity and reliability.

Ethical considerations

All methods were implemented in accordance with
the relevant guidelines and regulations. This study was
approved by the Research Ethics Committee of Univer-
sitas Padjadjaran No: 566/UN6.KEP/EC/2020. In addi-
tion, we confirmed that informed consent was obtained
from all the subjects and/or their legal guardian(s). The
security of the data was ensured, and the data could be
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Level 1

Fig. 1 Study model
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accessed by the author only after the process of anony-
mous questionnaire completion.

Analysis design

This study conducted a hierarchical regression analysis
to investigate whether interprofessional care significantly
could predict the correlation between team power dis-
tance and patient satisfaction.

The measurement of the power distance variable
focused on the team, and the variables emphasized the
team level. Individuals on each work team were asked to
complete a questionnaire based on their perceptions and
assessments of power distance at work. The measure-
ment of interprofessional care and patient satisfaction
variables focused on the individual level.

The magnitude of the effect was measured after treat-
ment using effect size measurements. Effect size is gen-
erally used in studies featuring large populations and
variables [14]. Interpretation of the effect size results was
performed according to Cohen’s rules: small (0<d<0.2),
moderate (0.2<d<0.5), large (0.5<d<0.8), or very large
(>0.8).

Models and analysis

Hierarchical linear modeling (HLM)

Figure 1 shows that in this study, team power distance
was set at level 2, while interprofessional care and patient
satisfaction were set at level 1. A 2-1-1 model presented
the unit of analysis at level 2 as an independent variable
(team power distance), the unit of analysis at level 1 as a
mediating variable (interprofessional care), and the unit
of analysis at level 1 as the dependent variable (patient
satisfaction).

Results

A total of 91 interprofessional care teams, each of which
included doctors, nurses, pharmacists, and nutritionists,
participated in this study, and 455 questionnaires were
successfully collected from the respondents, who were
healthcare professionals. Moreover, 89 patients, includ-
ing 63 females and 28 males, also participated in the
study. In terms of education level, a plurality of respon-
dents were high school graduates (49%), and the most
common age range was 31-40 years (34%).

Table 1 presents team power distance, interprofessional
care, and patient satisfaction as the independent, medi-
ating, and dependent variables included in this research.
The items in the survey were scored on a 5-point Lik-
ert-type scale ranging from 1 to 5, where 1 represents
strongly disagree, 2 represents disagree, 3 represents
undecided, 4 represents agree, and 5 represents strongly
agree. The reliability of each variable was calculated using
Cronbach’s alpha coefficients.
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Table 1 Validity and reliability test results
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No Statements

Correlation R

coefficient table

Power distance

Cronbach'’s alpha=0.875
1 In many situations, a leader must make decisions without consulting subordinates 0421 0.367
2 When a leader makes decisions, an employee should not question them 0.763 0.367
3 A leader must not express disagreement with an employee 0.801 0.367
4 A leader makes the correct decisions without consulting others 0.589 0.367
5 A leader who involves an employee in decisions will lose power 0.597 0.367

Interprofessional care

Cronbach'’s alpha=0.875
1 Interprofessional care in my practice results in improved patients’ outcomes 0.765 0367
2 Interprofessional care in my practice results in increased clinical efficiency 0.732 0.367
3 Interprofessional care in my practice results in improved coordination of care and patient follow-up 0.869 0.367
4 Drug use reviews presented by pharmacists in my practice result in fewer drug-related problems as part of interprofes-  0.737 0.367

sional care

Patients'satisfaction

Cronbach’s alpha=0.952
1 Health workers are very fast with regard to receiving and responding to phone calls 0.666 0.553
2 The registration procedure ensures a convenient consultation 0.823 0.553
3 Sufficient information about the waiting time is provided beforehand 0.721 0.553
4 The waiting time for examination and treatment is acceptable 0.736 0.553
5 The payment process is convenient 0.926 0.553
6 Payment items on the receipt are easy to understand 0926 0.553
7 The appearance of the health team is very neat 0.624 0.553
8 The health team is kind and polite 0.856 0.553
9 Information about treatment is always given by health workers beforehand 0.856 0.553
10 The health team pays attention to my conversation (question) 0.939 0.553
11 The health team provides an adequate explanation of the symptoms and treatment plan, so it is easy to understand 0.864 0.553
12 Effective remedies 0.856 0.553
13 Reliable treatment 0.763 0.553
14 Medications and prescriptions are appropriate 0.939 0.553
15 Iam satisfied with this hospital overall 0.874 0.553
16  lintend to continue using this hospital 0.787 0.553
17 Iwill recommend this hospital to others 0.790 0.553

Table 2 shows the parameter estimation, standard error
estimation, and P value for each analysis with regard to
the HLM. The results showed that the health professions
represented in the interprofessional care team had little
influence on patient satisfaction, and the power distance
associated with relationships within the interprofes-
sional care team were not associated with any significant
results. With respect to this parameter, the scores for
patient satisfaction with the interprofessional care pro-
vided by the doctor, nutritionist, nurse, or pharmacist
were 0.629, 0.533, 0.279, and 0.908, respectively, while
those pertaining to power distance were 0.073, 0.003,
0.028, and 0.007, respectively. Moreover, the negative
coefficients pertaining to power distance with regard to
nutritionists, nurses, and pharmacists were -0.033098,
-0.064912, and -0.006056, respectively. These findings
indicated that power distance among professions reduced
patients’ satisfaction.

The multivariate test results (Table 3) indicate a very
small significance value of 0.0092 for the effect size mea-
surement; thus, the difference in the influence of power
distance in interprofessional care on patient satisfaction
represented only a very small effect, and it was also asso-
ciated with a small effect size.

Discussion

A total of 91 interprofessional healthcare teams were
involved in this study. Our study showed that all four
types of health professionals included in the interprofes-
sional care team contributed to patient satisfaction. The
existence of power distance within the interprofessional
care team caused differences in the significance of each
health profession. The results revealed that no profession
had a significant effect on patient satisfaction, in which
context pharmacists had the least effect. This finding
can be attributed to the fact that clinical pharmacists in
hospitals have only limited interactions with patients.
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Table 2 HLM data processing results
Coefficient ~ Standard P
error value
Doctor
Forintrcpt 1, B,
Intrept 2, Yo, 4.436264 0.042348  <0.001
Powerdis, yo, 0.026318 0.054247 0.629
For the icaredoctor slope, {3,
Intrcpt 2,49 0.164197 0.090642 0.073
Nutrition
Forintrcpt 1, By
Intrcpt 2, yo, 4436264 0.041571  <0.001
Powerdis, v, -0.033098 0.052900 0.533
For the icarenutritition slope, {3,
Intrept 2, v, 0.212567 0.069044 0.003
Nurse
Forintrcpt 1, By
Intrept 2, yo, 4436264 0.042127  <0.001
Powerdis, v, -0.064912 0.059612 0.279
For the icarenurse slope, 3,
Intrcpt 2, y4 -0.217294 0.097204 0.028
Pharmacist
For intrcpt 1,3,
Intrept 2, yo, 4436264 0.041571  <0.001
Powerdis, yo, -0.006056 0.052132 0.908
For the icarepharmacist slope, (3,
Intrcpt 2, vy 0.261367 0.094249 0.007
Table 3 Differences in the influence of power distance in
interprofessional care on patient satisfaction
Effect Wilks F Hy- Sig Effect
Lambda poth- size
esis df (d)
Interprofessional care 0.0947 245 2 0.092 0.053

To ensure the success of an interprofessional care team,
the recommended strategies include building trust
among multiple professionals in terms of circles of qual-
ity, encouraging government and health authorities to
promote unity among multiple health professionals, and
encouraging pharmacists to be more proactive [15].

A total of 77.9% of the respondents agreed that doc-
tors are responsible for final decisions regarding patient
care. This finding revealed that the collaborative practice
model in Indonesia was similar to traditional or hierar-
chical collaborative practice [16]. In primary care, gen-
eral practitioners across Europe, the US, and Australia
are supported by other qualified healthcare professionals,
including pharmacists. Although it did not focus on the
same level, this approach has yielded positive results in
terms of the clinical development of patients [17].

This study revealed that the power distance associ-
ated with doctors, nurses, nutritionists and pharmacists
exhibited negative correlations with patient satisfac-
tion, indicating that the existence of power distance can
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reduce patient satisfaction. Previous investigations have
established that doctors are the main persons respon-
sible for interprofessional care collaboration when deal-
ing with patients. However, doctors cannot work alone
because other health workers are also needed for provid-
ing care to patients. Health workers are always expected
to collaborate and work together to improve patients’
health. The emergence of disputes or disagreements
among health professionals when providing treatment
can be caused by mismatches among health workers in
terms of competence, poor teamwork skills, and weak
leadership roles [18].

The quality of interprofessional teamwork is supported
by the quality of the interactions among various profes-
sions. The form of hierarchy observed in interprofes-
sional teams often involves the professional acting as
a leader, and the factors that can influence this hierar-
chy include seniority, experience, and culture [19]. The
dominance of a doctor can be notable within the exist-
ing hierarchical social culture [20]. The events observed
in this research also explain why doctors have a great deal
of control with regard to patient treatment. The results
reveal a positive coefficient (0.026) of power distance for
doctors, thus indicating that power distance in the medi-
cal profession does not reduce patient satisfaction as in
other professions. According to the Ministry of Health
(2022), the leader of an interprofessional care team is a
responsible doctor [21]. However, the imbalance among
professionals in terms of hierarchy and power as well as
the existing lack of understanding of professional compe-
tence are challenges that must be overcome in the con-
text of interprofessional care collaboration [22].

For health workers on interprofessional care teams
in hospitals, collaboration can increase job satisfac-
tion and retention. Team tasks can be more predictable,
less urgent, and less complex when health workers who
provide collaborative patient care are well coordinated
[23]. Moreover, effective collaboration requires mutual
accountability among individuals, including a clear divi-
sion of tasks and roles. This situation is also related to
team concepts such as perceptions of psychological secu-
rity and power distance [24], which can shape interac-
tions within interprofessional care teams [25]. However,
a hierarchical social culture featuring a wide power dis-
tance in the global community represents a significant
challenge for interprofessional care [26].

The results of this research indicated that the power
distance among the four types of health workers in inter-
professional care teams had only limited statistical value
(>0.001). Power distance was found to be negatively
related to the relationship between doctors and nurses
[27]. With regard to the pharmacist role, the presence
of power distance on the interprofessional care team
can reduce the effectiveness of collaboration. A previous
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study conducted in China reported that power distance
influences the relationship between safety emphasis
and the fear of reporting medication errors exhibited
by nurses [28]. The exchange of information regarding
treatment can be hindered by power distance, in which
context communication is hierarchically based, and the
corresponding dynamics can determine what informa-
tion is acceptable within a team [29]. Events in the hospi-
tal show that communication within the interprofessional
care team occurs mostly in a nonverbal form, in which
context the relevant actors communicate based on the
information contained in the medical records at hand.
Collaborative care involves patients playing a role in
treatment selection [30], while the interprofessional care
team supports patients both technically and emotionally
with regard to making treatment decisions [31]. The close
relationships among health professions, good communi-
cation and attitudes, effective and efficient personnel, and
the belief of each profession in the importance of collabo-
ration are factors that affect the quality of collaboration,
while the existence of hierarchy and power distance can
hinder collaboration [32].

Doctors’ maintenance of a degree of power distance
from other professions by limiting their interprofes-
sional relationships hinders communication in the con-
text of collaboration [33]. Namely, communication must
be established in the context of a partnership; therefore,
doctors who become team leaders in interprofessional
care should operate as organizational machines who are
responsible for organizing and coordinating interprofes-
sional care teams and guiding teams to develop regularly
[34]. A common understanding among healthcare pro-
fessionals should be introduced early in interprofessional
education, as it is critical for preparing students to enter
their future work environment. A previous study sug-
gested that as the power distance between medical stu-
dents and nursing students decreases, the psychological
safety of the entire interprofessional care team increases,
thus indicating that power distance impacts team effec-
tiveness [24].

The results of this study also showed that the influence
of power distance in interprofessional care on patient sat-
isfaction is small. This finding is in line with a previous
report that reported that communication can still lead
to the creation of a partnership [35]. A clear agreement
regarding patients, responsibilities, and communication
is necessary for the successful provision of interprofes-
sional care [36]. Communication between nurses and
doctors was found to be crucial with regard to whether
nurses can provide the best quality care in collabora-
tion with doctors [37]. The existence of power distance
between nurses and doctors was associated with a sig-
nificant negative correlation. Power distance refers to
the degree to which weak members of an organization
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can expect power to be distributed unequally and accept
this situation [26]. Partnerships in interprofessional care
strengthen the roles of team members. Pharmacists on an
interprofessional care team perform their roles well when
they are supported by other professionals on the team
[38]. Furthermore, doctors, nurses, pharmacists, and
nutritionists can have a positive influence on patients’
care by aligning and strengthening collaboration [39].

Nutritionists responded to existing power relationships
by building and maintaining relationships, advocating for
patients, and negotiating decisions with other healthcare
staff with the goal of improving nutritional outcomes
and patient outputs as well as with the aim of enhancing
communication skills within interprofessional care teams
[40]. The level of collaboration was associated with vary-
ing results in healthcare settings, in which context the
interaction between nutritionists and other members of
the interprofessional care team was the least impactful
due to their overlapping scope of practice as well as the
existence of limitations in shared practice spaces [41].

Good knowledge and skills in interprofessional care
were very effective with regard to meeting patients’ sat-
isfaction and expectations [42] and addressing patients’
complex needs [43]. Patients with chronic conditions
have positive experiences when they are treated by a
health collaboration team [44]. However, high knowledge
and skill gaps can lead to low levels of respect within
interprofessional care teams [45]. Therefore, sharing
knowledge and skills in the context of collaborative inter-
actions within interprofessional care teams is necessary
for increasing the quality of patient care [46]. Patients’
information sharing should also be prioritized in inter-
professional care communication [47]. Since treatment
is provided in accordance with patient needs, the mode
of administration affects the clinical outcomes of patients
[48]. The delivery of quality health services can meet the
needs of patients more effectively [49]. The existence of
power distance is one of the causes of the emergence of
the historically hierarchical form of health services based
on the professions of the relevant actors [50]. The provi-
sion of suboptimal health services has a negative impact
in this context. The types of activities usually performed
by interprofessional care teams are in line with the par-
ticular competencies of each team member. Health-
care professionals perform duties in accordance with
their competence; for example, doctors perform patient
diagnoses and other clinical activities; nurses engage in
professional nursing practices and practices based on
ethics, law and cultural sensitivity; and nutritionists
develop food standards that patients are supposed to fol-
low. Pharmacists are responsible for assisting patients in
the provision of treatment, especially with regard to the
administration of medicines.
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Limitations

However, our study has several limitations. The data used
were obtained from only one hospital; therefore, it is nec-
essary to collect data from different teams and hospitals
in the future to investigate the roles of interprofessional
care relationships in healthcare in further detail. Further-
more, the interprofessional care team on which this study
focused consisted of only four professions, and the inclu-
sion of other healthcare professionals could be beneficial
to improve our understanding of this issue further.

Conclusion

This study revealed that the negative coefficients of the
power distance associated with nutritionists, nurses, and
pharmacists were -0.033098, -0.064912, and -0.006056,
respectively. This finding indicated that power distance
associated with these professions reduced patients’
satisfaction.

Abbreviations

MIC Medical Intermediate Care

HLM Hierarchical Linear Modeling

BPPDN  Beasiswa Pendidikan Pascasarjana Dalam Negeri (Domestic
Postgraduate Education Scholarship)

Acknowledgements

The authors thanks to the Ministry of Education, Culture, Research and
Technology of Republic of Indonesia for the BPPDN Doctoral scholarship for
SAF.

Author contributions

SAF was responsible for data acquisition, data analysis, and drafting the
manuscript. SW and IRD were responsible for providing recommendations
regarding the analysis, interpreting the results, and supervising the study.
RA was responsible for study conceptualization, interpreting the results, and
supervising the study. All authors read and approved the final manuscript.

Funding

This study was supported by The Ministry of Education, Culture, Research
and Technology of Republic of Indonesia in the form BPPDN Doctoral BPPDN
scholarship for SAF. The funder had no role in the design, collection, analysis,
and interpretation of data, as well as in the writing of the manuscript.

Open access funding provided by University of Padjadjaran

Data availability

All data generated or analyzed during this study are included in this published
article and its supplementary information files, as well as further information,
are available from the corresponding authors on reasonable request.

Declarations

Ethics approval and consent to participate

Ethics approval for this study was obtained from the research ethics
committee of Universitas Padjadjaran No: 566/UN6.KEP/EC/2020. All methods
were conducted in accordance with ethics board’s regulations and approval.
Written informed consent was obtained from all participants before the
interviews took place, indicating their agreement to participate in this study.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Page 7 of 8

Authors’information

SAF is a PhD candidate at the Department of Pharmacology and Clinical
Pharmacy, Faculty of Pharmacy, Universitas Padjadjaran, Jatinangor,
Indonesia. She is also a lecturer at Bumi Siliwangi College of Pharmacy,
Bandung, Indonesia. SW is an Associate Professor at the Department of
Management and Business, Faculty of Economics and Business, Universitas
Padjadjaran, Jatinangor, Indonesia. IRD is an Associate Professor at the
Department of Physical Medicine and Rehabilitation, Faculty of Medicine,
Universitas Padjadjaran, Jatinangor, Indonesia. She is also the Head of Geriatric
Rehabilitation Division at Hasan Sadikin Hospital, Bandung, Indonesia. RA is a
Professor at the Department of Pharmacology and Clinical Pharmacy, Faculty
of Pharmacy, Universitas Padjadjaran, Jatinangor, Indonesia.

Received: 19 March 2023 / Accepted: 28 December 2023
Published online: 16 January 2024

References

1. LiJ,Wang P,Kong X, Liang H, Zhang X, Shi L. Patient satisfaction between pri-
mary care providers and hospitals: a cross-sectional survey in Jilin province,
China. Int J Qual Health Care. 2016;28(3):346-54.

2. Thomas Kippenbrock ED, Emory J, Lee PDP, Odell EDE. DNP, Bill Buron, PhD,
Breanna Morrison, PhD. A national survey of nurse practitioners’ patient
satisfaction outcomes. Nurs Outlook. 2019, 1-6.

3. Victor Cao LD, Tan F, Horn D, Bland P, Giri K, Maken N, Cho L, Scott VA, Dinh D,
Hidalgo H. Bryant Nguyen. Patient-centered structured interdisciplinary Bed-
side rounds in the medical ICU. Society of Critical Care Medicine and Wolters
Kluwer Health; 2017.

4. Rieck AM. Exploring the nature of power distance on general practitioner and
community pharmacist relations in a chronic Disease management context. J
Interprof Care. 2014;28(5):440-6.

5. Durdn-Brizuela R, Brenes-Leiva G, Solis-Salazar M, Torres-Carballo F. Effects
of Power Distance Diversity within workgroups on Work Role Performance
and Organizational Citizenship Behavior. Revista Tecnologfa en Marcha.
2017;30(5):35.

6. Dwertmann DJG, Nishii LH, van Knippenberg D. Disentangling the Fairness
& discrimination and synergy perspectives on Diversity Climate: moving the
Field Forward. J Manage. 2016;42(5):1136-68.

7. Sitepu TIY. Effective Communication in Interprofessional Collaboration Rela-
tionships for Patient Safety. 2019.

8. Hewitt G, Sims S, Greenwood N, Jones F, Ross F, Harris R. Interprofessional
teamwork in Stroke care: is it visible or important to patients and carers? J
Interprof Care. 2015;29(4):331-9.

9. Marlene Karam |, Brault T, Van Durme. Jean Macg, comparing interprofes-
sional and interorganizational collaboration in healthcare: a systematic
review of the qualitative research. National Library of Medicine; 2017.

10.  Kirkman B, Chen G, Farh JL, Chen Z, Lowe K. Individual Power Distance
Orientation and Follower Reactions to transformational leaders: a Cross-Level,
cross-cultural examination. Acad Manag J. 2009;52:744-64.

11. Wan S, Teichman PG, Latif D, Boyd J, Gupta R. Healthcare provider perceptions
of the role of interprofessional care in access to and outcomes of primary
care in an underserved area. J Interprof Care. 2018;32(2):220-3.

12. Kim CE, Shin JS, Lee J, Lee YJ, Kim M, riong, Choi A, et al. Quality of medical
service, patient satisfaction and loyalty with a focus on interpersonal-based
medical service encounters and treatment effectiveness: a cross-sectional
multicenter study of complementary and alternative medicine (CAM) hospi-
tals. BMC Complement Altern Med. 2017;17(1):1-12.

13. Hair JF, et al. Multivariate Data Analysis. New Jersey: PrenticeHall, Inc; 1998.

14.  Schafer T, Schwarz MA. The meaningfulness of Effect sizes in Psychological
Research: differences between sub-disciplines and the impact of potential
biases. National Library of Medicine; 2019.

15.  Loffler C, Koudmani C, Bohmer F, Paschka SD, Hock J, Drewelow E, et al.
Perceptions of interprofessional collaboration of general practitioners
and community pharmacists - a qualitative study. BMC Health Serv Res.
2017,17(1):1-7.

16. Fatalina F, Sunartini, Widyandana MS. Interprofessional relationship between
nurses and other professions in realizing Patient Safety. Jurnal Pendidikan
Kedokteran Indonesia. 2015;4(1):1.

17. Wustmann AF, Haase-Strey C, Kubiak T, Ritter CA. Cooperation between com-
munity pharmacists and general practitioners in eastern Germany: attitudes
and needs. Int J Clin Pharm. 2013;35(4):584-92.



Rahayu et al. BMC Health Services Research

20.

21

22.

23.

24.

25.

26.

27.

28.

29.
30.

31.

32.

33.

34.

35.

36.

(2024) 24:83

Skochelak SE, Stack SJ. Creating the medical schools of the future. Acad Med.
2017,92(1):16-9.

Van Schaik SM, O'Brien BC, Almeida SA, Adler SR. Perceptions of interprofes-
sional teamwork in low-acuity settings: a qualitative analysis. Med Educ.
2014,48(6):583-92.

Lestari E, Stalmeijer RE, Widyandana D, Scherpbier A. Understanding attitude
of health care professional teachers toward interprofessional health care col-
laboration and education in a southeast Asian country. J Multidiscip Healthc.
2018;11:557-71.

Ministry of Health. Based on Hospital Accreditation standards KMK 1128.
Decree of the Minister of Health. 2022;1-342.

Bollen A, Harrison R, Aslani P, van Haastregt JCM. Factors influencing
interprofessional collaboration between community pharmacists and
general practitioners—A systematic review. Health Soc Care Community.
2019;27(4):e189-212.

Xyrichis A, Reeves S, Zwarenstein M. Examining the nature of interpro-
fessional practice: an initial framework validation and creation of the
InterProfessional Activity classification Tool (InterPACT). J Interprof Care.
2018;32(4):416-25.

Appelbaum NP, Lockeman KS, Orr S, Huff TA, Hogan J, Queen BA, et al. Per-
ceived influence of power distance, psychological safety, and team cohesion
on team effectiveness. J Interprof Care. 2019,0(0):1-7.

Lutfiyya MN, Brandt BF, Cerra F. Reflections From the Intersection of Health
Professions Education and Clinical Practice: The State of the Science of Inter-
professional Education and Collaborative Practice. 2016;91(6):766-71.
Claramita M, Riskiyana R, Susilo AP, Huriyati E, Wahyuningsih MSH, Norcini JJ.
Interprofessional communication in a socio-hierarchical culture: develop-
ment of the TRI-O guide. J Multidiscip Healthc. 2019;12:191-204.

Bruyneel L, Lesaffre E, Meuleman B, Sermeus W. Power Distance and Physi-
cian-Nurse Collegial relations across 14 European countries: National Culture
is not merely a nuisance factor in International Comparative Research. J Nurs
Scholarsh. 2019;51(6):708-16.

Yang R, Pepper GA, Wang H, Liu T, Wu D, Jiang Y. The mediating role of power
distance and face-saving on nurses'fear of medication error reporting: a
cross-sectional survey. Int J Nurs Stud. 2020;105:103494.

Rutledge DN, Retrosi T, Ostrowski G. Barriers to medication error reporting
among hospital nurses. J Clin Nurs. 2018;27(9-10):1941-9.

Sidani S, Fox M. Patient-centered care: clarification of its specific elements to
facilitate interprofessional care. J Interprof Care. 2014;28(2):134-41.

Kitson A, Marshall A, Bassett K, Zeitz K. What are the core elements of patient-
centred care? A narrative review and synthesis of the literature from health
policy, medicine and nursing. J Adv Nurs. 2013;69(1):4-15.

Bradley F, Ashcroft DM, Crossley N. Negotiating inter-professional interaction:
playing the general practitioner-pharmacist game. 2018;40(3):426-44.
Weissenborn M, Haefeli WE. Interprofessional communication between com-
munity pharmacists and general practitioners: a qualitative study. Int J Clin
Pharm. 2017.

Van Dongen JJJ, Lenzen SA, Van Bokhoven MA, Daniéls R, Van Der Weijden

T, Beurskens A. Interprofessional collaboration regarding patients’ care plans
in primary care: a focus group study into influential factors. BMC Fam Pract.
2016;17(1):1-10.

Newbould J, Burt J, Bower P, Blakeman T, Kennedy A, Rogers A et al. Experi-
ences of care planning in England: interviews with patients with long term
conditions. BMC Fam Pract. 2012;13.

Walraven B, Ponjee G, Heideman W, Carkit FK. Medication reviews in hospital-
ized patients: a qualitative study on perceptions of primary and secondary

37.

38.

39.

40.

41.

42.

43.

45.

46.

47.

48.

49.

50.

Page 8 of 8

care providers on interprofessional collaboration. BMC Health Serv Res.
2020;20(1):1-10.

Bryon E, Gastmans C, de Casterlé BD. Nurse-physician communication
concerning artificial nutrition or hydration (ANH) in patients with Dementia: a
qualitative study. J Clin Nurs. 2012,21(19-20):2975-84.

Rahayu SA, Widianto S, Defi IR, Abdulah R. Role of pharmacists in the Inter-
professional Care Team for patients with chronic Diseases. 2021;1701-10.

Van Horn L, Lenders CM, Pratt CA, Beech B, Carney PA, Dietz W, et al.
Advancing Nutrition Education, Training, and Research for Medical Students,
residents, fellows, attending Physicians, and other clinicians: Building compe-
tencies and Interdisciplinary Coordination. Adv Nutr. 2019;10(6):11815-200.
Vo R, Smith M, Patton N. Power, autonomy and interprofessional practice in
dietitian clinical decision making: an interpretive study in acute hospitals. J
Hum Nutr Dietetics. 2022;35(1):124-33.

Gucciardi E, Espin S, Morganti A, Dorado L. Exploring interprofessional col-
laboration during the integration of diabetes teams into primary care Service
organization, utilization, and delivery of care. BMC Fam Pract [Internet].
2016;17(1):1-14. https://doi.org/10.1186/512875-016-0407-1.

Espinoza P, Peduzzi M, Agreli HF, Sutherland MA. Interprofessional team mem-
ber’s satisfaction: a mixed methods study of a Chilean hospital. Hum Resour
Health. 2018;16(1):1-12.

Song H, Ryan M, Tendulkar S, Fisher J, Martin J, Peters AS, et al. Team
dynamics, clinical work satisfaction, and patient care coordination between
primary care providers: a mixed methods study. Health Care Manage Rev.
2017;42(1):28-41.

Davidson AR, Kelly J, Ball L, Morgan M, Reidlinger DP. What do patients
experience? Interprofessional collaborative practice for chronic conditions in
primary care: an integrative review. BMC Prim Care. 2022;23(1):1-12.

Busari JO, Moll FM, Duits AJ. Understanding the impact of interprofessional
collaboration on the quality of care: a case report from a small-scale resource
limited health care environment. J Multidiscip Healthc. 2017;10:227-34.
Casanova J, Day K, Dorpat D, Hendricks B, Theis L, Wiesman S. Nurse-physician
work relations and role expectations. J Nurs Adm. 2007;37(2):68-70.

Hailu FB, Worku Kassahun C, Woldie Kerie M. Perceived nurse - physician
communication in patient care and associated factors in public hospitals

of Jimma Zone, South West Ethiopia: Cross sectional study. PLoS ONE.
2016;11(9):1-21.

Lutfiyya MN, Chang LF, McGrath C, Dana C, Lipsky MS. The state of the
science of interprofessional collaborative practice: a scoping review of the
patient health-related outcomes based literature published between 2010
and 2018. PLoS ONE. 2019;14(6).

McLaney E, Morassaei S, Hughes L, Davies R, Campbell M, Di Prospero L. A
framework for interprofessional team collaboration in a hospital setting:
advancing team competencies and behaviours. Healthc Manage Forum.
2022;35(2):112-7.

Divya Krishnakumar R, Caskey AM, Hughes. Examining the influence of power
distance on psychological safety within healthcare teams. 2021. International
Symposium on Human Factors and Ergonomics in Health Care194.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://doi.org/10.1186/s12875-016-0407-1

	﻿Does power distance in healthcare teams linked to patient satisfaction? A multilevel study of interprofessional care teams in a referral hospital in Indonesia
	﻿Abstract
	﻿Introduction
	﻿Method
	﻿Ethical considerations
	﻿Analysis design
	﻿Models and analysis
	﻿Hierarchical linear modeling (HLM)


	﻿Results
	﻿Discussion
	﻿Limitations

	﻿Conclusion
	﻿References


